Fetal ovarian cysts were first described as a prenatal finding by Valenti et al. 1 in 1975 and were believed to be a rare finding. 1 With recent technologic advancements in prenatal sonography, fetal ovarian cysts have been detected more frequently. Ovarian and genital tract abnormalities constitute approximately 20% of all abdominal masses in the neonate.
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Nussbaum et al. 3 thus categorized fetal ovarian cysts according to ultrasound criteria into two groups: simple (uncomplicated) and complicated. The sonographic features of uncomplicated cysts are anechogenic, round, >20 mm in diameter, unilocular, intrapelvic or more often intra-abdominal, unilateral or seldom bilateral, thin-walled, and more or less mobile with the mother's positions. Sonographic features of complicated cysts are heterogeneous with hyperechogenic components, thick-walled, containing free-floating material, with intracystic septations and mobile after adnexal torsion; the absence of color Doppler flow is 100% and therefore highly specific for torsion.
We report a neonate with complicated congenital ovarian cyst and daughter sign who was diagnosed in utero.
Case report A 4760 g female delivered via elective cesarean section for macrosomia with an estimated weight 5000 g to a 21-year-old gravida 3, para 1 mother. The baby's apgar scores were 8 and 9 at 1 and 5 min of life respectively. The baby was taken to the neonatal intensive care unit for further evaluation and observation. The maternal history was insignificant, blood type A-negative, rapid plasma reagin nonreactive, group B Streptococcus-negative, hepatitis B surface antigen-negative, and antibody screen-negative. Prenatal ultrasound (US) 1 week before delivery showed:
A unilateral intra-abdominal cyst located slightly in the right lower quadrant, with thin septations, was detectedy Further evaluation confirmed female genitalia and normal-appearing fetal urinary and gastrointestinal ( Figure 1 ).
Physical examination on the first day of life was not remarkable, except for the presence of a mass in the right lower quadrant of the abdomen. This mass was described as being firm but not hard, with the consistency of a water-filled balloon, measuring 6 Â 3 cm, and was freely movable within the right lower quadrant.
Abdominal X-rays revealed displacement of the small bowel to the left without evidence of mechanical obstruction (Figure 2 ). Formula was tolerated well and a transitional stool was passed. Surgical consultation was obtained, and the patient underwent two abdominal US ( Figure 3 ) and magnetic resonance imaging (MRI) of the abdomen and pelvis which revealed right lower quadrant cyst with daughter's cyst sign. (Figure 4 ).
Surgical exploration was performed. At the time of surgery, unilateral ovarian cyst measuring 6 to 7 cm in diameter was noted. The left ovary was normal. The right ovarian cyst was removed by a simple ovarian cystectomy, sparing much of the ovarian tissue. Histopathological examination of the specimens revealed a normal right ovarian cortex with a luteinized follicular cyst, hemorrhagic cystic ovary with dystrophic ( Figures 5 and 6 ) calcifications. The post-surgical course was uneventful.
Discussion
Neonatal ovarian cysts have previously been considered uncommon; however, with the increased use of sonography, prenatal and postnatal detection of both small and large cysts has increased. The occurrence of small, asymptomatic cysts in infants is fairly common. An autopsy study of 233 neonatal deaths and stillborns found small cysts in 34% of the infants. 4 The majority of small cysts resolve uneventfully over the first year of life. 5 Even with increased detection using ultrasonography, clinically significant cysts are rare, limiting the experience of individual pediatricians. Ovarian cysts can be classified according to their sonographic appearance and can usually be subclassified as follicle and theca-lutein cysts. An uncomplicated cyst (nontwisted, nonhemorrhagic) is completely anechoic with the cyst wall being imperceptible with sonography. A complicated cyst invariably contains a fluid-debris level, a retracting clot, or septa and often has an echogenic wall. 3 Their cause is unclear, although they may be secondary to excessive ovarian stimulation by hormones from a large placenta or by maternal hormones. There is an association between maternal diabetes and fetal ovarian cysts, presumably because of the increased production of chorionic gonadotropin by the large placenta in a diabetic mother, 6 but in this case the mother was apparently healthy.
When a fetal intra-abdominal cystic structure is found, the diagnosis of an ovarian cyst might be suspected when the fetal gender is confirmed as female; discovery is made in the third trimester of pregnancy; the location is above and distinct from the bladder, and below and distinct from the stomach and gallbladder; and an abnormality involving the intestinal, urinary and vertebral tracts has been excluded. Torsion represents the main complication of fetal ovarian cysts. The exact frequency is difficult to establish. Torsion occurred prenatally in 38% of the cases in Brandt's series. 7 In our case, prenatal ultrasound and postnatal MRI revealed the 'daughter cyst' sign.
The 'daughter cyst' sign, although is not sensitive but can be considered highly predictive of the ovarian origin of female fetal intra-abdominal cysts. 8 Another cystic mass that originates in the genitourinary tract is a hydrometrocolpos. 9 The infant in this case is unlikely to have had a hydrometrocolpos, since the mass would have been in the midline behind the bladder, the genitalia would probably have been abnormal, and other structural abnormalities would probably have been present. Other genitourinary tract disorders that cause cystic masses include dilatation of the renal collecting system, such as megaloureter or severe distention of the renal pelvis, marked enlargement of the bladder, and a duplex renal collecting system with obstruction of one of the poles. [10] [11] [12] [13] Although these are the most common causes of fetal intra-abdominal masses, in this case they are ruled out by the prenatal ultrasound study, which showed a normal urinary tract. Other causes of intra-abdominal cyst are urachal cyst, omental adrenal cyst and meconium cyst. 14 There have been few reported cases of spontaneous resolution of neonatal ovarian cysts; therefore, the treatment of ovarian tumors is always surgical, preferably performed as soon as the diagnosis is suspected. It should be emphasized that waiting usually does not provide any benefit for the patient. It increases the incidence of an emergency procedure in the case of a twisted ovarian pedicle. Procrastination also increases the likelihood of malignant degeneration. Newborn infants withstand surgical procedures very well during the first few days of life. The energetic cooperation of the pediatrician and the surgeon is mandatory in the management of the pre-and postoperative nutritional, fluid and electrolyte balances. 
